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Abstract 
A. Background of Knowledge: Nevada ranks 8th highest in uninsured population in the United
States. People who are uninsured may be more affected by low back pain (LBP) than their 
insured counterparts. Volunteers in Medicine of Southern Nevada (VMSN), a non-profit 
organization, serves uninsured people in Nevada. VMSN partnered with UNLV Physical 
Therapy (UNLVPT) to provide a back-school for patients.  UNLVPT proposed a service-
learning model to provide both education and treatment for VMSN patients with LBP. B. 
Purpose: The purpose of this community-based research project is to create and implement a 
student-run pro-bono back-school for uninsured individuals with LBP in an urban underserved 
community and explore patient and facility perceptions on feasibility via qualitative surveys. C. 
Project Aim/Goal: Address the gap in physical therapy services for uninsured individuals in the 
Las Vegas community by development of an evidence-based pro-bono back-school. Utilize the 
information gained from patient and facility surveys to ensure quality of the back-school 
program and to shape future iterations. D. Methodology: An evidenced based back-school was 
created by eight DPT students consisting of four 2-week sessions. Sessions included: an 
evaluation, education, and an individualized home exercise program. Patient participants and 
VMSN personnel were asked to complete quality assurance surveys regarding perceived 
program value, quality, and feasibility.  Surveys consisted of Likert-scale and open-ended 
questions. Descriptive statistics were generated for Likert-scale responses while positive and 
negative themes were extracted from open-ended responses. Participants: Individuals over the 
age of 18 with LBP. Individuals with signs of cervical/thoracic spine pain or other conditions 
were excluded from participating in the survey. Other exclusion criteria: current inflammatory 
arthritis, cauda equina syndrome, and/or spine-related infection, fracture, tumors or cancer.       
iv 
E. Results: 26 patient participants completed sessions and 23 consented to surveys. 7 VMSN
personnel consented to surveys. At least 85% of patient participants “agreed” with every 
question asked. 100% of VMSN personnel agreed that the program met a major need of the 
facility and that the program was feasible to implement.  Individualized care was a common 
theme among groups. Themes related to physical space limits and recruitment related issues 
noted. F. Discussion: These findings suggest that quality assurance surveys are useful when 
developing new student-run pro-bono service-learning programs. The overall positive results 
support that a student-led, pro-bono back-school can be well received by both patient participants 
and community healthcare partners. Local programs might leverage these findings to better 
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A. Background of Knowledge 
Second to the common cold, back pain is the most common complaint heard by a primary 
care physician.1 Globally, low back pain (LBP) is a growing pandemic with the 3-month 
prevalence of LBP episodes increasing by 17.3% from 2005 to 2015.2 The prevalence of chronic 
low back pain (CLBP), defined as continuous LBP greater than 3-6 months, is over 23% in 
adults from 25-74 years old.3 In those with acute LBP up to 30% may not fully recover after 6 
months,4 which can lead to chronicity, long-term use of prescription drugs, and an increase in 
health care costs.5 
The use of prescription medication for pain management is also a rapidly growing 
epidemic in the U.S. with approximately 259 million prescriptions for opioids written in 2012,6 
accounting for over $78.5 billion of healthcare spending annually.7 Patients with CLBP spend an 
annual average of $1572.03 on medications for pain management,8 which contributes to the 
consumption of billions of US healthcare dollars. In 2013, an estimated $87.6 billion was spent 
on low back and neck pain, making that the third largest condition for health care spending.9 The 
direct medical costs per individual with CLBP is an average of $8385.97 annually with indirect 
costs such as lost wages estimated to be even higher making it very difficult for those who don’t 
have health insurance to afford care.8 According to the Institute of Medicine Committee on the 
Consequences of Uninsurance, uninsured adults compared to adults with any kind of health 
coverage are less likely to “receive preventive and screening services and less likely to receive 
these services on a timely basis, and when they do receive these preventive services, it is not as 
often as recommended by the U.S. Preventive Services Task Force.”10 Therefore, with the cost of 
healthcare insurance and healthcare services to treat low back pain continuing to rise, individuals 
2 
 
such as those who are uninsured can be affected to a greater degree than those with health 
insurance. 
In 2017, about 8.8% of Americans were uninsured, accounting for over 28 million 
people.11 To address the uninsured population of Americans, pro-bono healthcare clinics have 
emerged throughout the United States. According to the National Association of Free & 
Charitable Clinics (NAFC), there are only approximately 1400 free clinics throughout the nation 
providing pro-bono services.11 Even though pro-bono healthcare services have been expanding 
nationwide, it’s not feasible for 1400 free clinics to provide care for the 28 million Americans 
without health insurance coverage. Therefore, there is an expanding interest for providing 
service-learning opportunities to healthcare students through community involvement in pro-
bono clinics. 
In 2006, there were over 100 student-led pro-bono clinics in the US, 37% of which are 
led by “Health related graduate students.”12 The literature suggests that student-led pro-bono 
services are effective in terms of treating patients, decreasing pain, improving quality of life and 
improving physical health.13 Additionally, these student-led pro-bono services provide students 
with a learning opportunity to enhance their skills, leadership qualities, professionalism, and may 
also benefit the community.14–16 Lattanzi et al conducted a qualitative study that described the 
application of a one-day service-learning event. They concluded that not only did the “students 
express greater appreciation for patient advocacy,” but the community sites survey also reported 
“strengthened relationships and useful services of their clients.”17 
 Though the literature supports the effectiveness of a student-led pro-bono clinic to 
enhance student expertise, improve patient outcomes and connect with the community, there is 
limited research related to exploring and assessing the feasibility of pro-bono physical therapy 
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(PT) clinics. One study performed by Palombaro et al described the implementation of a student-
led pro-bono PT clinic and reflected on the components necessary to ensure feasibility and 
sustainability.18 These 8 essential strategies, initially developed by Smith et al,19 are listed below: 
Feasibility and Sustainability Strategies 
1. Community engagement program’s mission aligns with the university mission 
2. Involve students in program preparation and operation 
3. Involve community partners and work with them as equals 
4. Support the faculty 
5. Clear communication between community program and institution 
6. Evaluate impact the program is having on the students and community 
7. Diversify potential funding opportunities 
8. Start small and focus on your strengths 
Although these strategies have been reported to improve the feasibility and sustainability 
of a pro-bono clinic, they were implemented in a pro-bono clinic located at a university campus 
with no reported partnerships with other pro-bono services. In their study, they also did not 
report facility and patient perceptions and/or feasibility regarding their pro-bono clinic model. 
Palombaro also suggested the following challenges regarding the creation of a sustainable 
student let pro-bono clinic:18  
1. Ensuring that there are enough students and faculty to run pro-bono clinic in future 
semesters 
2. Ensuring there is trust between faculty and students 
3. Legal issues that surrounded operating a clinic 
4. University liability coverage for students 
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5. Identifying appropriate space 
6. Ensuring appropriate funding avenues and donation sources 
Palombaro’s model describes a pro-bono clinic which was university-sponsored and 
student-led; however, it does not consider working with a community partner to provide these 
services. Additional research should be conducted regarding the feasibility of a student-led pro-
bono clinic within a local facility in order to potentially serve a larger population of uninsured 
individuals. 
According to the US Census Bureau in 2017, Nevada has an uninsured population that 
accounts for a total of 11.2% of people in the state,20 the eighth highest uninsured population in 
the US.21 Volunteers of Medicine in Southern Nevada (VMSN) is a pro-bono healthcare clinic 
that provides various medical services to individuals and families that do not qualify for 
Medicare/Medicaid or are unable to afford individual health insurance coverage. In 2016, VMSN 
provided medical care for over 7,500 patients and “over $1,000,000 in diagnostic tests and 
$1,682,125 in free medications.”22 Services in VMSN include: adult and pediatric care, 
preventative, chronic and acute care, women’s health, immunizations, diagnostic tests, 
medications, dental, and social and behavioral health sciences; however, VSMN does not offer 
PT services. With an increasing number of patients complaining of LBP, VMSN identified the 
need for PT services and approached the University of Nevada, Las Vegas Physical Therapy 
(UNLVPT) program to request their services in the form of a back-school program for VMSN 
patients.  
Since 1969, back-schools have been implemented as a solution to decrease the back pain 
epidemic.23 Back-schools vary in terms of curriculum and implementation, and traditionally 
consist of education on “anatomy of the back, biomechanics, optimal posture, ergonomics, and 
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therapeutic back exercises.”24 The effectiveness of such back-school programs is well 
documented in the literature and suggests that educational sessions alone may be ineffective; 
however, an individualized, interdisciplinary approach combining education with various 
therapeutic interventions such as Mckenzie method, manual therapy, and core stabilization, could 
yield more favorable outcomes in treating patients.25–31 The opposite is also true as these 
therapeutic interventions are less effective when not combined with education in treating 
CLBP.32,33 Previous literature has also indicated that back-school composed of both education 
and exercise has been shown to improve quality of life, functional status, and reduce medication 
intake.26,34 However, no back-school model has been created and implemented where an 
emphasis is put on individualized care through performance of one-on-one screenings and 
individualized therapeutic exercises for each participant. 
In summary, a pro-bono back-school program at VMSN may be a potentially feasible 
solution for the treatment of LBP among uninsured Southern Nevadans. The literature suggests 
that student run pro-bono clinics can enhance student learning and provide service to the 
community.14–17 However, there is limited information available regarding patient and facility 
perceptions of a pro-bono back-school program, and more specifically, no research has reported 
on patient and facility perceptions of the feasibility of pro-bono services provided by Student 
Physical Therapists (SPTs). Furthermore, assessment of this unique approach to student-led pro-
bono clinics may provide useful information regarding the development of community-based 
projects for other graduate level academic programs. Perceptions of the patient participants as 
well as hosting facility administrators and staff regarding the feasibility of implementing an SPT-
led pro-bono back-school for the uninsured patient population in Southern Nevada may be 




The purpose of this community-based research project is to create and implement a 
student-run pro-bono back-school for uninsured individuals with LBP in an urban underserved 
community and explore patient and facility perceptions on feasibility via qualitative surveys. 
 
C. Project Aim/Goal 
Primary Goals:  
• Address the gap in physical therapy services for uninsured individuals in the Las Vegas 
community by development of an evidence-based pro-bono back-school to treat individuals 
with low back pain in an underserved urban setting.  
• Determine feasibility as defined by patient attendance rates and preferences, patient self-
reported outcomes, and the perceived strengths, weaknesses, barriers, and supports of the 
program from the perspective of VMSN patients, facility administrators, and referring 
physicians. 
Secondary Goals:  
• Utilize information gained from patient and facility surveys to ensure quality of the back-
school program and to shape future iterations by identifying and addressing issues related to 
the feasibility of the program.  
• Encourage student involvement in behaviors consistent with the APTA core values of 
altruism, professionalism, and social responsibility. 
• Disseminate our findings to other academic physical therapy programs and community health 






Inclusion criteria for admission into the back-school program included individuals who were 
over the age of 18 and were experiencing LBP. If any of the individuals showed signs of 
cervical/thoracic spine pain or other orthopedic-related conditions without the presence of LBP, 
they were able to attend the 2 classes offered for each session but were excluded from 
participating in the survey at the conclusion of the session. Other exclusion criteria included: 
current inflammatory arthritis, cauda equina syndrome, and/or spine-related infection, fracture, 
tumors or cancer. 
The medical director, nurse manager, referring physicians, administrators, and volunteers at 
VMSN that played a role in referring individuals to the program were also asked to complete a 
survey after the program’s completion. 
Procedure:  
In Spring of 2018, the medical director at VMSN requested that UNLVPT provide PT 
services for VMSN patients experiencing back pain. UNLVPT faculty recognized the potential 
for hands-on student involvement within the Las Vegas community. UNLVPT faculty and 
students communicated with the medical director of VMSN to discuss the facility’s mission, 
needs, and potential logistics of a back-school program (ie, space availability within the clinic, 
resources needed, the number of VMSN patients in need of services, participants wanted per 
class (2 classes offered per session), the time of day/week classes could be offered, how long the 
program would run during each offered session, and the need for translators). Following the 
request to provide PT services to VMSN, UNLVPT students applied for and acquired a Student 
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Opportunity Research Grant for the purchase of therapeutic materials such as therabands, foam 
rollers, disposable shorts, yoga mats, etc.  
 
UNLV and VMSN Communication Strategies: 
To ensure successful implementation of the back-school program, maintaining 
communication between the UNLV and VMSN was essential. Communication between 
UNLVPT and VMSN’s medical director and nursing manager was established primarily via 
email and remained open throughout the creation, implementation, and duration of the back-
school program. Information regarding the time of each session, participant recruitment and 
room scheduling occurred primarily through the nurse manager. Some challenges, however, were 
experienced during the process of establishing communication. It was difficult building new 
relationships with others when relying mostly on electronic communication, as opposed to in-
person or face-to-face communication. Since the program was implemented at a location across 
town from the UNLV campus, daily in-person communication with VMSN staff was not feasible 
for the UNLV faculty and/or students. Once reciprocal email communication was established, 
UNLVPT students and faculty members were able to meet with the medical director of VMSN to 
discuss the final agenda for the upcoming back-school program. The meeting was followed by a 
tour of the facility’s available space. During the tour, UNLVPT students took careful 
consideration of the size of the room and the resources available such as tables, chairs for 
participants, and a television on which the class PowerPoints could be displayed. At this 
meeting, UNLVPT students, faculty and VMSN personnel also discussed the process for how 
referring physicians would identify participants that would qualify and benefit from the program. 
The potential need for and availability of Spanish-speaking VMSN translators was also 
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discussed. These conversations helped to create a working, professional relationship between the 
two parties, which eased program establishment and implementation.  
 
Proposed Back-school Curriculum Design: 
A curriculum was created based on the current literature23–34 of effective back-school 
curricular design and evidence-based PT practice. The curriculum was tailored to the specific 
space and equipment available at VMSN. The group determined that in addition to 
individualized therapeutic exercises, the following educational components would be included: 
1. Prevalence of low back pain 
2. Back-School program purpose 
3. Anatomy of the spine 
4. Types of LBP 
5. Pain management strategies 
6. Goal writing 
7. Ergonomics/posture 
8. Lifting strategies 
9. Pain neuroscience education (PNE) 
It was determined that this program would consist of 4 sessions in its entirety, each with 
2 classes: 1 class the first week, and the second class exactly 1 week later. Each class 
incorporated an educational PowerPoint lecture with the educational components discussed 
above, along with exercise-based, treatment-oriented elements that were based on current 
literature23–34 regarding back-school models. For the therapeutic exercise component of the back-
school design each participant would receive an individualized exercise program. 
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Between sessions, a debriefing meeting amongst UNLVPT students and faculty was 
planned to identify challenges and potential strategies to improve future sessions (Fig. 1). This 
back-school model was designed to be a fluid process. The UNLVPT students and faculty 
acknowledged that challenges would present and that changes would be required between each 
session in order to improve participant and facility experience. 
 
 







This model was designed to be a fluid process to enhance overall participant and facility experiences.  
 
Back-school Facility Implementation and Participant Recruitment Strategies: 
After creating a curriculum and program outline, UNLVPT students and faculty met with 
the medical director to provide information regarding the inclusion and exclusion criteria for the 
back-school program. This information was then relayed by the medical director to VMSN 
administrators and referring physicians so that they could effectively identify individuals who 
might benefit from the back-school program. Flyers (Appendix 1) were then created and posted 
at VMSN to inform participants of the back-school program. These flyers included of the dates 
and times the first class was to be offered, as well as information regarding topics discussed 















during the class (ie, ways to understand and manage low back pain, proper body mechanics and 
postural control, lifting strategies, benefits of cardiovascular exercise, and relaxation and 
mindfulness techniques). 
Referring physicians began recommending the program to patients experiencing LBP and 
met the inclusion criteria. After referrals were made, UNLV SPTs traveled to VMSN and were 
provided contact information for potential participants. Participants were contacted via telephone 
from VMSN to confirm planned attendance and participation in the 2-week back-school 
program. During the recruiting phone calls, participants were informed that the back-school 
would be provided by 8 SPTs who would be supervised by 2 UNLVPT faculty members, and 
were given information about the program, including the class dates and times. The participants 
were able to ask questions about the program prior to attending the offered classes. Participant 
recruitment and referral process remained the same for all 4 sessions that were conducted over 
the course of the Fall 2018, Spring 2019, and Summer 2019 semesters. 
 
Summary of the First Back-school Session (Fig. 3): 
The first class of the first session was set for 150 minutes. During the first 30 minutes 
prior to the beginning of the class, participants waiting in the lobby of VMSN were asked to 
complete an Intake Form (Appendix 2-3) that included the participant’s name, 
occupation/hobbies, goals, pain-rating scale, and aggravating/easing factors, as well as the 
Modified Oswestry Low Back Pain Disability Questionnaire (Appendix 4-5). After completion 
of the 2 forms, participants were escorted by SPTs into the designated conference room for an 
initial evaluation (Fig. 2). The initial evaluation would help the SPT determine the participant’s 
location and level of pain, postural preference, mechanics and strategies used when lifting a pen 
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from the floor, and overall lumbar ROM. In addition, LE dermatomes, myotomes, and deep 
tendon reflexes were screened. Following the intake and initial evaluation process, a 15-minute 
educational presentation was completed that included: prevalence of low back pain, back-school 
program purpose, anatomy of the spine, types of low back pain, and pain management strategies. 
During this time, while 2 SPTs presented the information, the remaining 6 SPTs would analyze 
initial evaluation results, taking into account any documented impairments, functional 
limitations, activity limitations, and/or participation restrictions for each participant. With the 
intake and evaluation forms, the SPTs were able to gain a better understanding of the 
presentation and severity of each participant’s LBP and could create an appropriate and 
individualized exercise program (including components of stretching, strengthening, and 
stabilization) for each participant. At the conclusion of this educational portion, participants were 
asked to write personal goals that they hoped the program would help them work towards 
achieving. Following this, the next 30 minutes were dedicated for discussion and practice of the 
individualized home exercises in a 1:1 or 2:1 participant to SPT ratio. At the conclusion of this 
exercise portion of the back-school, the class reconvened to listen to another short educational 
portion of the back-school curriculum that discussed ergonomics/posture and lifting strategies. 












Figure 2. Conference Room Lay-Out for Session 1.                                                            _              
 
The black and red arrows indicate the path participants took before the class began. Each participant would follow a 
Student Physical Therapist (SPT) to the Treatment Table, be evaluated. Afterwards, participants sat in a chair facing 
the monitor until the class began. 
 
The second class of the first session lasted 120 minutes and consisted of educational and 
exercise components. The education component consisted of a PowerPoint presentation, during 
which the UNLV SPTs discussed pain neuroscience and pain management strategies. Following 
the educational component, SPTs made adjustments or progressions to each participant’s 
individualized exercise program based on what was completed the week prior and participant 
subjective reports.  
After completion of each session, VMSN patient participants were asked to complete a 
survey consisting of eleven Likert scaled questions and two open-ended questions (Appendix 6-
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7). These questions were used to determine participant perceptions of overall value, quality, 
effectiveness and feasibility of the program. At the end of the fourth session of the back-school 
program, VMSN personnel that assisted in participant recruitment for the program were also 
asked to complete an anonymous survey consisting of eight Likert scaled questions and two 
open-ended questions in regards to the referral process, implementation, effectiveness of the 
back-school and the feasibility of the program (Appendix 8). The nursing manager, who was 
emailed by UNLVPT students, identified and forwarded the survey to VMSN staff and/or 
volunteers involved with either the planning, implementation, or execution of the back-school 
program. Anonymous responses to the surveys were aggregated and descriptive statistics were 
generated. Open-ended responses were reviewed (by UNLVPT students) in an attempt to 
describe the lived experience of VMSN patient participants and facility personnel and to identify 

















Figure 3. Session 1 Outline                                                                                                             _ 
 
 
After the first back-school session was completed, the SPTs and UNLVPT faculty 
members met in order to discuss challenges faced during each of the two classes. Changes were 
then made prior to the start of the next session to avoid such challenges from reoccurring. Such 
challenges and changes are outlined in the next portion of this paper. 
 
Challenges and Changes made during Back-school curriculum implementation for Sessions 1-4: 
The following figures (Fig. 4, 6-7) illustrate a summary and breakdown of each executed 
back-school session, followed by challenges faced and suggested changes that were to be made 





Challenges for Session 1: 
1. Initial evaluation process and participant flow  
• There was less space than anticipated, and participants were often waiting for an 
extended time before a treatment table was available 
2. No body chart in initial evaluation form 
3. No standardized strategy for assessing and documenting deep tendon reflexes 
4. Inefficiencies related to needing to reconvene (and return chairs) for second educational 
portion following exercise practice 
5. Not enough Spanish language interpreters 
6. No opportunity to reassess ODI due to limited classes (2) 
7. No SPT had access to VMSN electronic medical record. SPT had to rely on nurse 
manager to log student in to perform participant recruitment phone calls 
Changes made for Session 2: 
1. Had some material participants could read while they were waiting for initial evaluation 
and after initial evaluation while they were waiting for start of educational portion of 
back-school 
2. Developed a more standardized strategy for assessing deep tendon reflexes 
3. Included body chart on initial evaluation form 
4. Developed walking program 
5. Created graduation certificate for participants 
6. Improved participant check-in organization by delegating roles to each SPT  
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7. Placed Home Exercise Program (HEP) and other material needed in a more accessible 
area during the classes 
8. Brought a stapler and extra pens 
Session 2: 
Summary of executed Back-school curriculum implementation: 
A body chart was included to the initial evaluation form so participants can better point to and 
indicate where they felt their pain. This would allow for other SPTs to understand the 
participants prevention and work to find appropriate therapeutic exercises. With this aspect of the 
initial evaluation and other challenges from session 1 were addressed, a more organized, 
effective process of performing the evaluation was established. Each participant would follow an 
SPT to the ‘subjective intake section’ in order to discuss his/her current condition. At this 
section, the intake form and Modified Oswestry Low Back Pain Disability Questionnaire were 
discussed with the participants. After some conversation, the participant would follow an SPT to 
a Treatment Table, would be evaluated, and then would sit in a chair facing the monitor until the 
class began (Fig. 5). The participant flow during the initial evaluation was maintained 
throughout remaining sessions (session 3 and session 4). For the second session, VMSN 
provided 1 Spanish interpreter. Unfortunately, the interpreter only attended class 2 of the session, 

















Figure 5. Conference Room Lay-Out for Sessions 2-4.                                                   _ 
 
The black and red arrows indicate the path that participant participants took before the class began. Subjective intake 
section was added to facilitate better initial evaluation intake flow. 
 
Challenges during Session 2: 
1. Difficult to ensure participants would return for second class. Follow-up phone calls were 
not made to participants. 
Changes made for Session 3: 
1. Discussed possibility of making phone calls at the VMSN facility in between class 1 and 
class 2 to remind participants to attend the second class. This was deemed not feasible 
due to the time commitment it required for SPTs during a busy school week. Because 
SPTs would have had to drive to the facility to make the phone calls to the participants 




Session 3:  
Summary of executed Back-school curriculum implementation: 
VMSN provided 3 Spanish interpreters. Due to increased participant attendance, Spanish 
interpreters were greatly utilized during both classes of Session 3. 
 
 
Figure 6. Session 3 Outline.                                                                                                            _ 
 
                                                                                                             
Challenges during Session 3: 
1. Following session 3, UNLVPT did not have a method for documenting patient progress 
following each session. A method needs to be implemented to document how the patient 
responded after each session. VMSN staff (doctors and nurses) can later use this 
information to follow up with the patient as to how the back pain is being managed.  
2. Too many participants and volunteers for the allotted room space  
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Changes made for Session 4:  
1. Limited participant admission to 12 total.  
2. Discussed with VMSN possibility of having UNLVPT access to electronic medical 
records (EMR) to perform documentation of participant subjective, objective and 
response following each session of the back-school program. 
Session 4: 
Summary of executed Back-school curriculum implementation: 
VMSN provided UNLVPT with access to facility EMR system. VMSN nurse manager 
approved ability of UNLVPT SPT to document participant progress following back-school 
session. Students created a template and emailed the template to the nurse manager so that 








Challenges during Session 4: 
1. Nursing manager left VMSN, resulting in a delay in communication between students, 
faculty, and VMSN until contact was gained with the new nursing manager via email. 
Once the new nursing manager was informed of the purpose of the back-school program 
and informed of the previous arrangements that VMSN provided for implementation 
during the first 3 sessions, UNLVPT was able to coordinate a fourth session to take place. 
2. New nursing manager did not recruit or schedule new participants like the former nursing 
manager had done for the first 3 sessions. Previously, the nursing manager would 
schedule patients and the responsibility of the SPT would be to confirm appointments and 
explain the expectations of the back-school program. During this fourth session, SPTs 
performed participant recruitment from a list created by VMSN of patients diagnosed 
with LBP, as well as make calls to confirm attendance from 12 participants. 
3. Poor attendance again on class 2. Still have not identified a successful mechanism to 
increase number of participants for class 2. A new idea included creating a cover sheet 
for HEP that has date and time of next session printed on it.  
Changes to be made for future sessions: 
1. Advise new nurse manager to schedule participants in advance so responsibility of SPT is 
to only confirm appointments. 
2. Suggest new strategy to improve return rate where SPTs dedicate time to provide follow-




3. With VMSN approval, future SPTs could gain access to the participant’s home or cell 
phone number by adding it to the subjective intake form and make follow-up calls from 
the university campus and/or the student’s home. 
4. Add a HEP cover sheet to each patient folder that they take home with them. This cover 
sheet would indicate the date and time of the next class in bold letters to serve as a 
reminder for the participants to come back the following week. 
5. Identify appropriate level of and mechanism for students to access patients EMR to store 
pertinent notes from back-school program as well as outcome measures such as modified 
ODI. 
6. Identify facility needs regarding communication standards in terms of help needed with 
recruiting, setting a schedule for communication, perhaps a monthly conference call, and 




 To address secondary goals 1 and 2 we calculated descriptive statistics to determine 
participant attendance rates and to inform whether or not participants tend to favor particular 
days for back school sessions. As seen in the attendance figures (Fig. 3-4, 6-7) 8 participants 
(72%) completed both classes of Session 1, 4 participants (40%) completed both classes of 
Session 2, 10 participants (66%) completed both classes of Session 3, and 4 participants (44%) 
completed both classes of Session 4. Forty-five participants completed class 1, while a total of 26 
participants completed both classes, achieving a 57.7% return rate overall for class 2. Of the 26 
participants that completed both classes, only 23 participants completed the surveys. Three 
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participants took part in the program; however, 2 of these participants were excluded from the 
program because they had no subjective report of LBP, and 1 participant was excluded because 
he/she was under the age of 18. Also, of the 26 participants total that attended both classes, 20 of 
these participants were female, while only 6 were male. Thirty-four females total attended class 1 
while 20 returned for class 2 with a 58.8% return rate. Eleven males total attended class 1 while 
only 6 returned for class 2 with a 54.5% return rate. It is important to note that not all 23 
participants answered every survey question (Table 1). All Likert-scale questions had at least 18 
respondents.  
 Although not specified in the attendance figures, Sessions 1 and 4 took place on Tuesday 
afternoon/evenings from 5:30-8:00PM while Sessions 2 and 3 took place on Friday mornings 
from 9:00-11:30AM. A total of 20 participants attended class 1 in Sessions 1 and 4 with 12 total 
participants returning for class 2 (60%). A total of 25 participants attended class 1 in Sessions 2 
and 3 with 14 participants returning for class 2 (56%). So while more participants total were able 
to attend Sessions 2 and 3 on Friday mornings for class 1, the return percentage of participants 
for class 2 was very similar to that of Sessions 1 and 4 (56% to 60% respectively). It is also 
beneficial to add that although Sessions 2 and 3 featured more participants than Sessions 1 and 4 
when combined, Session 1 featured 11 participants in class 1 with 8 returning to class 2 (72.7%) 
while Session 2 featured 10 participants in class 1 with only 4 returning to class 2 (40%). Class 2 
return percentages were also similar when comparing Session 3 to Session 4, as Session 3 
(Friday mornings) featured 15 participants for class 1 with 10 returning for class 2 (66.7%), and 
Session 4 (Tuesday evenings) featured 9 participants for class 1 with only 4 returning for class 2 
(44.4%). These findings suggest that day of the week and time of session may affect participant 
availability for class 1 attendance but appears to have no influence on class 2 return rates.  
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 Our results (Fig. 8) show that 95.7% of participants either “strongly agreed” or 
“somewhat agreed” that they would participate in this program again, while only 1 participant 
responded that they would not. All participants either “strongly agreed” or “somewhat agreed” 
that they would recommend this program to a family member or friend, were able to participate 
in more of their regular daily activities because of the program, felt they were educated on their 
specific back problems, felt the program was individualized, felt their HEP was appropriate for 
their needs, felt the times and location was convenient, and felt the environment was comfortable 
and respectful. Additionally, 86.4% of participants “strongly agreed” or “somewhat agreed” that 
they used less pain control methods because of the back-school program while 95.2% of 
participants “strongly agreed” or somewhat agreed” that it was easy for them to attend the entire 
session (both class 1 and class 2). Lastly 90.5% of participants “strongly agreed” or “somewhat 
agreed” that they have less pain since starting the back-school program. 
 Participant open-ended responses were read as a group from Physical Therapy students 
and these responses were grouped into overarching themes based on the most common responses 
given by the participants. Participants’ open-ended responses to the questions on the perceived 
benefits from this back-school program fit into 5 general themes: individualized exercise, 
decreased medicine use, decreased pain, easy to understand education, and self-management for 
pain and stress. Regarding participant perceptions on the perceived improvements that could be 
made to the back-school program, 2 overarching themes emerged: adding more classes per 
session, and increasing room space 
Facility (VMSN) Responses:  
 Seven VMSN facility volunteers/members completed the survey given at the end of the 
back-school program. Figure 9 illustrates VMSN facility responses. All facility 
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volunteers/members “strongly agreed” that the UNLVPT staff and students were professional, 
courteous, and helpful to the participants, the back program addressed a major need in their 
facility, they would recommend this program to future participants, and that there was 
satisfactory communication between UNLVPT and facility staff. Regarding program feasibility 
in question 6 (Fig. 9), 6 VMSN staff members “strongly agreed” and 1 “somewhat agreed” that 
this program was feasible to implement in their facility. 
VMSN facility volunteers’/members’ open-ended responses were grouped into 
overarching themes by Physical Therapy students in the same fashion as the participant 
responses above. VMSN facility volunteers’/members’ open-ended responses to the survey 
questions on perceived benefits of the back-school program fit into 5 general themes: helpful to 
the facility and the participants, filled a much-needed gap at VMSN for patients with back pain, 
educational and easy to understand, individualized to the patient, and it provided resources and 
materials to patients. Additionally, it was generalized from the facility survey responses that 
UNLVPT members were pleasant to work with. Regarding facility perceptions of improvements 
that could be made to the back-school program, 3 overarching themes emerged: better planning 
when 1 student is working with multiple participants, larger space to accommodate participants, 













Table 1. Descriptive Statistics for Patient Participants 
 Session 1 Session 2 Session 3 Session 4 Total of 4 
sessions 
Females      
    Class 1 8 7 11 8 34 
    Class 2 5 3 8 4 20 
Males      
    Class 1 3 3 4 1 11 
    Class 2 3 1 2 0 6 
Total 
Participants 
     
    First Class 11 10 15 9 45 
    Both Classes 8 4 10 4 26 
Completed 
Survey 
7 4 8 4 23 


























Q1: I would participate in this program again 
Q2: I would recommend this program to a friend or family member 
Q3: I am able to participate in more of my regular daily activities because of this program  
Q4: I felt that I was educated on my specific back problems 
Q5: I felt the program was individualized for my specific back problems 
Q6: I felt my home exercise program was appropriate for my needs 
Q7: I felt that the time and location of this program was convenient 
Q8: I felt that the environment during my sessions was comfortable and respectful 
Q9: I use less pain control methods because of this program (ex. Advil, ibuprofen, Tylenol, natural remedies, etc.) 
Q10: It was easy for me to attend these 2 sessions 






















Total Responses Strongly Agree Somewhat agree





Figure 9. VMSN Perceptions of Back School Program                                                                                          
 
F. Discussion  
The overall reported perceptions of the participants and host facility of this back-school 
program have been favorable. In general, participant perceptions indicated that this program 
educated them on their LBP, were given friendly, respectful and individualized care, and helped 
them learn several non-pharmacologic strategies to manage their condition such as 






















Total Responses Strongly Agree Somewhat agree
Neither agree nor disagree Somewhat disagree Strongly disagree
Q1: The UNLV staff and students were professional, courteous, and helpful to our patients 
Q2: The back program addressed a major need of our facility 
Q3: In your interactions with patients, patients reported better function and/or decreased pain after participating in the back 
program 
Q4: Is the current mechanism of referral for the Back School Effective for this facility?  
Q5: You would recommend this program to future patients at the facility 
Q6: I felt this program was feasible to implement in our facility 
Q7: The room space occupied for the back school program does not interfere with daily patient care/activities in this facility 
Q8: The level of communication between UNLV staff and the facility was satisfactory 
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VSMN facility perceptions indicated that this program educated and helped improve outcomes of 
their patients and provided a much-needed service to their patients. They also noted that they 
enjoyed the collaboration with UNLVPT students/faculty within their facility. By obtaining 
anonymous patient and facility survey feedback, we were able to identify the strengths and areas 
of improvement of the back-school program. Our survey findings and topics identified during 
student and faculty debriefs helped us to identify several strategies to enhance the overall 
feasibility and future sustainability of this program. These strategies include: working with a 
community partner who shares a similar mission statement, having clear forms of 
communication between the community partner and educational institution, involving students in 
program creation and execution to facilitate learning, and evaluating the program’s overall 
community impact. These strategies closely align with current literature of student-led pro-bono 
healthcare clinics.18 However, we were also able to identify new themes aside from ones found 
in previous literature on student-led pro-bono clinics like Palombaro’s study which took place on 
a university campus. Our back-school program took place within a community partner facility 
which created an overarching theme of filling a need within a local community through 
community partnership and engagement. This back-school program was carefully created, 
coordinated, implemented, and adjusted to specifically serve the need of uninsured Southern 
Nevadans. Based on the survey results thus far, we feel these initial efforts were successful in 
terms of developing a program at VMSN to reduce the gap in services offer to people who are 
uninsured in our community. 
After data analysis and group debriefs, we also identified present limitations to this study 
and suggested improvements that can be implemented for the increased future success of the 
quality and feasibility of this program. A limitation to our program is that only participants who 
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completed both classes of a session were asked to give their perceptions of the program through 
the survey handed out during the second class of each session. While this may have skewed our 
overall results toward those who had generally positive experiences and chose to return for the 
second class, it is important to note that many participants told us at the start of the first class 
that, due to work or other personal obligations, they would not be able to attend the next class the 
following week. While we understand that we would not be able to account for all patient return 
rate factors, a possible strategy to get more participants to fill out the survey may be 1) to keep 
track of and contact those participants from the first class via phone call to obtain their feedback, 
2) invite them to the second class of a future session in order to give them an opportunity to 
participate in the entire program or 3) create a flag on the participant’s electronic medical record 
that queues the next VMSN provider to ask them about their non-attendance. To better facilitate 
our overall patient participation tracking system in future iterations, we need to maintain a sign 
in sheet at the front desk so that we can identify who attends each day. Since the overall 
participant return rate for the second day was relatively low (57.7%) throughout the 4 sessions, a 
strategy to potentially improve return rate would be for SPTs to dedicate time to complete 
follow-up reminder phone calls between the first and second class of each session. Another 
strategy to potentially increase participant return rate would be to add a HEP cover sheet to each 
patient folder that they take home with them. This cover sheet would indicate the date and time 
of the next class in bold letters to serve as a reminder for the participants to come back the 
following week. 
Another limitation of this program was a lack of access to the VMSN EMR system. We 
did not utilize the facility’s EMR system until the fourth session but saw improvement in 
organization and patient participation tracking once we did utilize this service. Now future 
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UNLVPT students will be able to better collaborate with VMSN by obtaining EMR access early 
on. This will provide the facility with information about which patients participated in our back-
school program, the number of days/sessions they attended, their personalized goals, and 
anything noted by SPTs found during the initial evaluation. This information stored 
electronically would also allow future community-based research groups and/or VMSN 
physicians to use the Modified Oswestry Low Back Pain Disability Questionnaire to track 
patient back pain outcomes over time. This data may also help to determine if the back-school 
program is contributing to long-term functional improvements for the patients.  
A third limitation of this program was the limited days/times our program could be 
implemented into the VMSN facility. VMSN has set hours of operation and room scheduling. 
Due to the schedules of UNLVPT students and faculty in conjunction with VSMN room 
availability, so far Tuesday evenings and Friday mornings have been the only days/times 
attempted. In future iterations, we should continue to coordinate with VMSN in allowing 
additional days/times during the week for back-school sessions. This variability in scheduling 
may allow more participants to attend. Identifying the most convenient day/time of the week to 
hold the back-school program in the future may yield better patient return rate from class 1 to 
class 2.  
Throughout our back-school program implementation, we were faced with several 
challenges. One of these challenges was the available room size for the program. Early on in our 
back-school program we learned that the room space was not completely accommodative for the 
number of patients we admitted into each of the sessions. Knowing that this was the largest 
available room space VMSN could offer us, we had to make an adjustment following the third 
session to how many participants we could allow into each future session. If future iterations of 
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this back-school program are implemented at the VMSN facility, participation will be limited to 
a total of 12 participants per class in order to allow adequate space for the programming staff, 
interpreters, participants and family members of participants during the therapeutic exercise 
portion of the program. Another challenge faced in this program was timing process of initial 
evaluations. Due to the overall space limitations of the room (number of people in the room, 
treatment tables, chairs/tables/TV) we were only able to complete a maximum of 4 initial 
screenings at a time. This left a portion of the participants waiting in a chair for an extended 
period of time (15-30 min) either to begin their evaluation screen or for the educational portion 
to begin. We attempted to alleviate this by having the SPTs either in the waiting room or in the 
program room conversing with patients to discuss goal setting and participants’ general 
expectations for the program. For future iterations of this program, this wait time could be 
further improved by also providing the patients with educational reading materials/additional 
resources that VMSN provides during this time. Lastly, a future challenge for the continued 
success of this program is the need for language interpreters. Our group of SPTs implementing 
this program for the first time were fortunate to have two fluent Spanish speakers and a couple of 
conversational Spanish speakers. During the last 2 sessions we also had bilingual nursing and 
additional SPTs who volunteered to help throughout the session. However, this may not be the 
case for future iterations of this program. It is vital for other Doctor of Physical Therapy (DPT) 
programs who wish to start a back-school program similar to this to consider their intended 
population. Throughout the entirety of this program we have had only a few English speakers, 
one Arabic speaker, while the rest were Spanish speakers. While we conducted the initial 
evaluations and educational sessions in both English and Spanish, teaching individualized 
therapeutic exercises with limited ability to speak and/or understand the Spanish language was 
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much more difficult for the non-bilingual SPTs to effectively communicate with the participant. 
It will be important for future iterations to partner with other sources of multilingual (especially 
Spanish for this particular program) resources such as other Integrated Health Science 
Departments or multilingual student organizations at UNLV. In the future, SPTs should also 
translate all HEP sheets into Spanish (or their preferred language) to ensure better participant 
home exercise compliance. 
Through the implementation of this community-based research project, facilitation and 
enhancement of student learning was achieved through patient interaction and community 
partnership. Although we did not specifically obtain survey results of student perceptions of this 
back-school program, we identified a few major common themes that students found most 
valuable such as: gaining experience with clinical application skills, working with an 
underserved population in need, and working inter-professionally with a community 
organization. All of these themes are seen as extremely valuable to an SPT and align with 
behaviors consistent with the APTA core values of altruism, professionalism, and social 
responsibility. The above reasoning can justify why participation in a community-based research 
project such as this should be considered for future SPTs during their didactic portion of the DPT 
curriculum. 
We believe based on data gathered that at this time the UNLVPT back-school program at 
VMSN provides a highly valued and much needed service to our local community and should be 
improved and expanded on to continue to meet the needs of the uninsured individuals in 
Southern Nevada. While there are limitations to generalizing this program model to other DPT 
programs, including patient demographics, local facility resources/needs, and start-up cost 
differences, these findings suggest that quality assurance surveys are critical when developing 
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new student-led community-based programs. The positive results overall support the notion that 
a student-led, pro-bono back-school program can be well received by both patient participants 
and community healthcare partners. While these results are not widely generalizable, local 
programs might leverage these findings to better ensure quality and long-term feasibility of the 









Appendix 2. Intake Form (English version) 
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